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INTRODUCTION {#s1}
============

Duplication of the pylorus or, as more frequently termed double pylorus (DP), is an uncommon condition characterized by two communicating channels between the gastric antrum and the first part of the duodenum.^[@R01],[@R02]^

From 1969 until 2010, approximately 91 cases of DP were reported in the literature.^[@R02]^ Although most cases have arisen from complications of peptic ulcer disease,^[@R03],[@R04]^ DP may also be a congenital condition.^[@R04]^

In this article, we describe the case of a 66-year old Iranian cirrhotic male patient with an incidental finding of DP detected during endoscopy evaluation for cirrhosis.

CASEREPORT {#s2}
==========

A 66-year old cirrhotic gentleman was referred to the endoscopy ward for evaluation of cirrhosis and possible esophageal varices. The patient was asymptomatic and appeared healthy; he had no history of epigastric pain, previous gastrointestinal bleeding or peptic ulcers.

In physical exam, all vital signs were normal and no ascites were detected. He was on no regular medications.

Sonography showed high echogenicity of the liver which favored a diagnosis of cirrhosis. An Olympus gastroscope was inserted into the esophagus, stomach and duodenum with the following findings. The esophagus had distal redness with no erosion or varicosity and residual food materials were noted in the stomach. Large fundal varicose veins and congestive gastropathy were present in addition to a small prepyloric erosion. The pylorus had double orifices, of which both could be intubated with the endoscope and led to the duodenal bulb with multiple erosions and deep anterior ulceration.
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DISCUSSION {#s3}
==========

Double pylorus(DP) is a rare endoscopic or radiologic finding, reported in 0.06%-0.4% of upper gastrointestinal endoscopies,^[@R03]^ however the real incidence remains unknown.^[@R04]^ Most often, DP is an incidental finding during endoscopy or radiology.^[@R02],[@R03],[@R05]^

The male:female ratio of DP is about 2.^[@R01].[@R03],[@R04],[@R06],[@R07]^ In a review of 60 cases of DP, Eschar et al. found that the mean age of patients was 59.6 years (range 28-89 years).^[@R08]^

DP can present with epigastric pain, dyspepsia, vomiting, and gastrointestinal bleeding due to an associated ulcer.^[@R09],[@R10]^ According to a follow-up study by Hu et al., the fistula will either remain open in the majority of patients (60%), converge to form a large single pylorus in 25% of patients, and is closed in 5%.^[@R02]^

DP may be acquired or congenital,^[@R03]^ of which the acquired form is more common. The most common acquired forms result from a gastric ulcer that has eroded and created a fistula between the lesser curve of the gastric antrum and duodenal bulb, near the anatomic pylorus.^[@R03],[@R11]-[@R13]^ , In unusual forms, an ulcer can penetrate from the posterior part of the antrum to the third or fourth part of the duodenum.^[@R14]^ Rarely, acquired DP has been described in patients with malignant gastric or duodenal ulcers.^[@R08],[@R15]^ The reasons for development of the fistula remain unclear, but many systemic diseases such as diabetes mellitus, chronic renal failure, chronic rheumatism, systemic lupus erythematous, and chronic obstructive pulmonary disease may be associated with it.^[@R02],[@R04],[@R14]^ A long history of corticosteroids, NSAIDs, and alcohol consumption may prohibit healing, leading to fistula formation.^[@R02],[@R03],[@R16],[@R17]^

The first case of congenital DP has been described by Christien et al. in 1971.^[@R04],[@R15]^ Its etiology is probably due to the failure of the pyloric lumen to reanalyze during the early stages of embryonic life.^[@R15]^ The true incidence of congenital DP may be underestimated because a great majority may remain undetected for many decades.^[@R15]^ The diagnosis of congenital form of double pylorus depends on the presence of mucosa, lamina propria, and muscularis mucosa, with no signs of chronic penetrating ulcer or inflammation on biopsy.^[@R08],[@R15]^ Congenital duplications are usually located in the greater curvature rather than the lesser curvature, which is the characteristic location for the development of acquired DP.^[@R15]^

Treatment recommendations include avoidance of ulcerogenic medications, treatment with intensive acid reduction therapy(e.g:high dose protein pump inhibitor), and *H. pylori* eradication, though no significant benefit has been shown with symptom resolution, decreasing ulcer recurrence, or fistula closure.^[@R02]^

In general, surgical intervention is not a treatment choice. However it should be considered for patients with refractory symptoms, recurrent ulcers, other complications, and in those who take strong anti-ulcer medications.^[@R03]^ Endoscopic treatment is also feasible by using a biliary sphincterotomy ^[@R03]^ to cut the bridge between the two openings.

Our case had a deep peptic ulcer at the anterior wall of the bulb, which made the possibility of a peptic etiology for the additional opening to the duodenum more likely. On the other hand, the round or regular shape of the rim of the two openings possibly favored a congenital etiology. In either case, DP by itself and particularly in combination with cirrhosis is a rare finding. To our knowledge, only a few cases of DP in patients with liver diseases have been reported in the literature.^[@R18],[@R19]^
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